INTRODUCTION {#sec1-1}
============

Health care professionals' knowledge, attitudes, beliefs, and experiences determine not only their procedure but also their behavior during the evaluation and treatment of patients with chronic pain.\[[@ref1]\] Pain is the common complaint and is often a topic of discussion both between patients and their caregivers, and between physicians and other palliative care team members.\[[@ref2]\] After physicians, the nurses are the most valuable palliative care team members who address the physical, functional, social, and spiritual dimensions of care.\[[@ref3]\] Five pain management activities performed by nurse practitioners were identified, including assessing pain, prescribing pain medications, monitoring pain levels and side-effects of pain medications, consulting and advocating for staff and patients, and leading and educating staff related to pain management.\[[@ref4]\] Studies have also documented that nurses and other health care professionals are inadequately prepared to care for patients in chronic pain. Several reasons have been identified including inadequacies in nursing and medical education, absence of curriculum content related to pain management, and faculty attitudes and beliefs related to chronic pain.\[[@ref5]\]

During a patient\'s stay in a ward, nurses hold a great deal of responsibility for pain management, especially when analgesics are prescribed on an "as needed" basis for patients with chronic pain. Despite the availability of effective analgesics and new technologies for drug administration, studies continue to demonstrate suboptimal pain management.\[[@ref6]\] Accurate pain assessment is vital for good medical care, and yet the literature indicates that nurses often provide inaccurate and biased estimates of their patients' pain.\[[@ref7]\]

The knowledge and understanding about chronic pain had undergone a paradigm shift from a biomedical dimension to a behavioral dimension.\[[@ref8]--[@ref10]\] In other words, an anatomical or pathological understanding is now replaced with biopsychosocial perspective for pain.\[[@ref11]\] One such recent biopsychosocial explanation of pain is the mechanism-based classification, used by physical therapists' management in palliative care.\[[@ref12]\] Psychosocial issues among patients are often recognized in the field of palliative care.\[[@ref13]\] Pain is not only reported as a common complaint from patients, but also is a common experience among human beings in general.\[[@ref14]\]

Previous studies evaluated nurses' attitudes towards pain control,\[[@ref15]\] palliative sedation,\[[@ref15][@ref16]\] life-sustaining treatment,\[[@ref17]\] death,\[[@ref18]\] end-of-life referrals,\[[@ref19]\] caring for clients with sexual health concerns,\[[@ref20][@ref21]\] caring for people with HIV/AIDS,\[[@ref22]\] and caring for dying.\[[@ref18][@ref23][@ref24]\]

Though there were studies that previously examined nurses' attitudes towards pain, many were on questionnaire development,\[[@ref25]--[@ref27]\] level of education,\[[@ref28]--[@ref31]\] practice patterns,\[[@ref32]\] and type of work setting.\[[@ref28][@ref33]\] None of the studies appropriately examined the two dimensions, biomedical and behavioral, which determine the clinical approach of the nurses in pain and palliative care. A nurse who has a predominantly biomedical orientation toward pain may be more inclined not to give frequent analgesics in order to avoid patient addiction while a nurse with a behavioral orientation may provide prescribed analgesics to the patient frequently whenever indicated so that the patient may deserve to have a better quality of life. While a "biomedical" nurse may be interested in what the patient "does," a "behavioral" nurse may be interested in what the patient \"feels.\" Integrating the behavioral dimension in understanding of pain is essentially warranted in a situation such as palliative care.

Although effective means for chronic pain management have long been available, cancer pain remains widely undertreated.\[[@ref34]\] Balfour\[[@ref35]\] found that nurses did not always administer all the analgesia prescribed to patients, even though patients reported suffering pain. Surveys of medical personnel have revealed knowledge deficits and attitudinal barriers to chronic pain management, but have not determined why such attitudes persist and how they may be addressed in medical and nursing curricula.\[[@ref36]\] The role of nurses in palliative care settings had been understood in extensive proportion, and invariably their attitudes and beliefs about chronic pain in terms of biomedical and/or behavioral dimensions would have a direct impact on their communication both with patients/ caregivers and with physicians/other team members. Knowing the present levels of professionals' attitudes and beliefs facilitate appropriate training programs\[[@ref37]--[@ref40]\] to address identified deficits and thereby to improve the quality of provided care. The objective of this paper was to assess the chronic pain-related attitudes and beliefs among nursing professionals in order to evaluate the biomedical and behavioral dimensions of their perceptions on chronic pain.

MATERIALS AND METHODS {#sec1-2}
=====================

The study was conducted in a multispecialty tertiary care hospital, where the participants included those who attended a continuing professional development program exclusively for qualified staff nurses with a minimum of Baccalaureate degree in nursing. Study\'s ethical approval was obtained from the institutional ethics committee and all participants were required to provide their written informed consent prior to their participation. Consented participants were then given the survey questionnaire.

The study utilized a self-report questionnaire which was modified from its original version, the pain attitudes and beliefs scale (PABS) developed and validated earlier by Ostelo *et al*.,\[[@ref41]\] for measuring health care providers' attitudes and beliefs toward chronic low back pain.\[[@ref42]\] The term "chronic low back pain" was replaced by "chronic pain" in all the items of the questionnaire. The scale had 31 items (statements about pain) for each of which the person had to indicate the level on which he or she agreed or disagreed with each statement: 1 = "totally disagree," 2 = "largely disagree," 3 = "disagree to some extent," 4 = "agree to some extent," 5 = "largely agree," and 6 = "totally agree." To calculate the score of factor 1, the scores of items 4, 5, 9, 10, 13, 14, 20, 22, 23, 24, 25, 26, 30, and 31 were added. For factor 2, the scores of items 3, 6, 7, 11, 12, and 27 were added. For factor 1, the range was from 14 through 84, and from 6 through 36 for factor 2.

The received questionnaires were then screened for their suitability of responses to get the final number of included participants' questionnaires. Thus, we arrived at the response rate for our survey.

Comparisons across individual and professional variables for both dimensions were done using one-way ANOVA (post-hoc analysis using the Bonferonni test) and correlations were done using the Karl--Pearson co-efficient using SPSS version 11.5 for Windows (SPSS Inc., IL, USA).

RESULTS {#sec1-3}
=======

Out of total 392 questionnaires distributed and collected, 363 valid questionnaires were included for analysis, with a response rate of 92.6%. The overall descriptive data of the study participants are provided in [Table 1](#T1){ref-type="table"}.

###### 

Overall descriptive data of study participants

![](IJPC-17-227-g001)

Comparison of PABS dimensions between genders {#sec2-1}
---------------------------------------------

The female nurses had a higher behavioral dimension score than their male counterparts which was significant at *P* \< 0.05 level. The biomedical dimension was not significantly different between genders \[[Table 2](#T2){ref-type="table"} and [Figure 1](#F1){ref-type="fig"}\].

###### 

Comparison of pain attitudes and beliefs scale dimensions between genders
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![Comparison of pain attitudes and beliefs scale (PABS) dimensions between genders](IJPC-17-227-g003){#F1}

Comparison of PABS dimensions between marital statuses categories {#sec2-2}
-----------------------------------------------------------------

Both the dimensions did not differ significantly between the three marital statuses among the nurses \[[Table 3](#T3){ref-type="table"} and [Figure 2](#F2){ref-type="fig"}\].

###### 

Comparison of pain attitudes and beliefs scale dimensions between marital status categories
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![Comparison of pain attitudes and beliefs scale dimensions between marital status categories](IJPC-17-227-g005){#F2}

Comparison of PABS dimensions between qualities of sleep categories {#sec2-3}
-------------------------------------------------------------------

Both the dimensions did not differ significantly between the three qualities of sleep categories among the nurses \[[Table 4](#T4){ref-type="table"} and [Figure 3](#F3){ref-type="fig"}\].

###### 

Comparison of pain attitudes and beliefs scale dimensions between qualities of sleep categories
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![Comparison of pain attitudes and beliefs scale dimensions between qualities of sleep categories](IJPC-17-227-g007){#F3}

Comparison of PABS dimensions between physical activities categories {#sec2-4}
--------------------------------------------------------------------

Both the dimensions did not differ significantly between the three physical activity categories among the nurses \[[Table 5](#T5){ref-type="table"} and [Figure 4](#F4){ref-type="fig"}\].

###### 

Comparison of pain attitudes and beliefs scale dimensions between physical activity categories
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![Comparison of pain attitudes and beliefs scale dimensions between physical activity categories](IJPC-17-227-g009){#F4}

Comparison of PABS dimensions between general health categories {#sec2-5}
---------------------------------------------------------------

A statistically significant overall comparison was found for behavioral dimension scores between the three health categories with the post-hoc comparison being significant between "very good" and "good" health categories \[[Table 6](#T6){ref-type="table"} and [Figure 5](#F5){ref-type="fig"}\].

###### 

Comparison of pain attitudes and beliefs scale dimensions between general health categories
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![Comparison of pain attitudes and beliefs scale dimensions between general health categories](IJPC-17-227-g011){#F5}

Comparison of PABS dimensions between types of work settings {#sec2-6}
------------------------------------------------------------

A statistically significant overall comparison was found both for biomedical and behavioral dimension scores between the four work setting categories with the post-hoc comparison being not significant between any categories \[[Table 7](#T7){ref-type="table"} and [Figure 6](#F6){ref-type="fig"}\].

###### 

Comparison of pain attitudes and beliefs scale dimensions between types of work settings
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![Comparison of pain attitudes and beliefs scale dimensions between types of work settings](IJPC-17-227-g013){#F6}

Secondary analysis {#sec2-7}
------------------

Age (*r* = --0.033), body height (*r* = 0.004), body weight (*r* = --0.020), BMI (*r* = --0.023), work experience in the present job (*r* = --0.058), and total work experience (*r* = --0.004) were not significantly associated with the factor 1 biomedical dimension subscore of PABS.

Age (*r* = --0.001), body height (*r* = 0.024), body weight (*r* = --0.033), BMI (*r* = --0.046), work experience in the present job (*r* = --0.088), and total work experience (*r* = --0.008) were not significantly associated with the factor 2 behavioral dimension subscore of PABS.

The factor 1 subscore had a moderate positive correlation (*r* = 0.445) than the factor 2 subscore of PABS which was statistically significant at *P* \< 0.01. In all analyses, the biomedical dimension score was significantly greater than the behavioral dimension score for all categories and subcategories.

DISCUSSION {#sec1-4}
==========

Nursing pain assessments are influenced by the length of available tools, patient characteristics, patient pathology, concern about addictive behavior, and characteristics of the nurse.\[[@ref43]\] Pain by definition is a multifactorial phenomenon for which biomedical factors interact with a web of psychosocial and behavioral factors. Behavioral medicine approaches for pain generally address specific cognitive and behavioral factors relevant to chronic pain, thereby aiming to modify the overall pain experience and help restore functioning and quality of life in pain patients. Behavioral medicine focuses on patients' motivation to comply with a rehabilitative regimen, particularly those with chronic, disabling pain. Since patients' own commitment and active participation in a therapeutic program are critical for the successful rehabilitation, the role that behavioral medicine can play in pain and palliative care is significant.\[[@ref44]\]

This study included bio-psycho-social factors related to nursing staff such as age, gender, height, weight, and BMI; quality of sleep and general health; and physical activity and work setting. We considered the above-mentioned individual-related variables such as age, height, weight, and BMI with respect to chronic pain-related attitudes and beliefs since these anthropometric factors were shown to be related to the development of pain.\[[@ref45]\] Previous studies reported biopsychosocial risk factors\[[@ref46]--[@ref48]\] for the development of chronic pain among nurses and they found a significant influence of age and gender on nurses' attitudes toward not only pain assessment and management but also on pain\[[@ref49]\] and patients' pain identities *per se*.\[[@ref50]\] Other psychosocial factors, both work related\[[@ref51]\] and health related,\[[@ref52]\] were studied as influencing heath behaviors in the development of chronic pain among nurses. Personal experience in chronic pain would influence attitudes and beliefs to a greater extent than knowledge acquired through formal training.

Inadequacies in the pain management process may not be tied to myths and biases originating from general attitudes and beliefs, but may reflect inadequate pain knowledge.\[[@ref53]\] Future studies may assess such relationships between knowledge, attitudes, beliefs, and behaviors of nurses in real-life palliative care situations. The study findings are of utmost significance since individual attitudes and beliefs largely determine the interindividual and interdisciplinary communication in a multidisciplinary care framework for pain and palliative care.\[[@ref54]\] Attitudes together with subjective norms and perceived control influence nurses' intention to perform comprehensive pain assessments.\[[@ref55]\]

Patients who do not report pain and health care providers who fail to assess for pain are major barriers to the relief of chronic pain. Using pain as the fifth vital sign and being knowledgeable about pain assessment and management can help nurses and other health care providers overcome many of the barriers to successful pain control. A successful pain control plan includes establishing the pain diagnosis, treating the cause of the chronic pain when possible, optimizing analgesic use, implementing nonpharmacological interventions to maximize physical and psychological comfort and function, and referring the patient for invasive pain management options when indicated.\[[@ref56]\]

The findings also suggest that a further study is needed concerning the relationship between personal beliefs and experiences and the assessment and management of chronic pain. Membership in professional organizations appears to be associated with comprehensive approaches to the assessment and management of pain and should be assessed in further research.\[[@ref43]\]

CONCLUSION {#sec1-5}
==========

Nurses had a greater orientation toward the biomedical dimension in chronic pain than the behavioral dimension. This difference was more pronounced in female nurses and those nurses who reported "very good" general health had higher behavioral dimension scores than those who had "good" general health. The study findings have important curricular implications for nurses and practical implications in palliative care.
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